Acute aortic dissection is an uncommon disorder which can have fatal results in the event of treatment delay or misdiagnosis. This case examines a 77-year-old woman presenting with chest pain relieved by nitroglycerin. She was referred to the emergency room with clinical suspicion of acute coronary syndrome (ACS). However, she was later diagnosed with acute aortic dissection and an emergency operation was performed with successful recovery. Aortic dissection may manifest in various ways depending on the site involved and may mimic other disorders such as ACS or pulmonary embolism. Therefore, clinicians must always be aware of aortic dissection and its different clinical manifestations must be understood.
2% per hour without any treatment.
3) Therefore, fast and accurate diagnosis of aortic dissection is crucial and one must maintain a high index of suspicion.
However, the diagnosis of acute aortic dissection has many potential difficulties. Aortic dissection may mimic other more common conditions, such as coronary ischemia, pulmonary embolism, heart failure, stroke, and acute abdominal illness. 4) Differential diagnosis of aortic dissection to acute coronary syndrome (ACS) may be of particular importance because thrombolytic therapy may be fatal in aortic dissection.
Most common presenting symptoms of acute aortic dissection are acute pain in the chest or back. 5, 6) Pain may be presented alone, or it can be presented with syncope, signs of congestive
INTRODUCTION
Aortic dissection is a relatively uncommon, though catastrophic illness which requires early and accurate diagnosis and treatment for patient survival. The incidence of acute aortic dissection in the general population is estimated to range from 2.6 to 3.5 per 100,000 person-years. 1) Twenty percent of patients with aortic dissection die before reaching the hospital and 30% die during hospital admission. 2) Because acute aortic dissection can result in fatal complications, the mortality rate increases at the rate of 1% to First of all, it is important to assess risk factors of aortic dissection through thorough history taking. Aortic dissection occurs more often in men (1.55:1) and increases with age.
11)
Doctors must ask about patient's underlying disease such as hypertension, atherosclerosis, or any preexisting aortic aneurysm.
In this case report, the patient had a history of hypertension. and ripping with an abrupt onset. The severity of the pain is excruciating usually with maximum severity at the time of onset.
Pain in acute aortic dissection may change its location with further extension of dissection. In contrast, the pain associated with acute ACS starts slowly, gains intensity with time, and its character is usually more oppressive and dull. 7) In this case, the patient presented with chest pain with abrupt onset, with its maximum severity at the time of onset. However, she described the character of the pain as oppressive rather than sharp or tearing.
Although the character of the pain did not match the typical pain associated with aortic dissection, a physician must always suspect aortic dissection because atypical presentations can be possible and aortic dissection may be combined with ACS.
In addition, severity of chest pain in this case was relieved by sublingual nitroglycerin. Nitroglycerin acts by relaxing smooth muscle and dilating veins, arteries, and coronary arteries. Venodilation lowers preload and therefore reduces wall stress, resulting in a decrease in myocardial oxygen demand.
Nitroglycerin could have temporally decreased chest pain by lowering the patient's blood pressure and reducing wall stress.
However, as vasodilators may increase the force of left ventricular ejection, Nitroglycerin alone must be used with caution.
Uncommonly, painless dissection has been reported with an incidence of 6.4% to 17%. 13, 14) Uncommon symptoms include syncope, congestive heart failure symptoms, cardiac tamponade, Occasionally the murmur can be very faint, and it is probable that the physician did not recognize the murmur in this case.
Neurologic examinations to evaluate neurological deficits such as loss of consciousness and ischemic paresis are important as they can occur in up to 40% of patients with proximal aortic dissection. For definitive diagnosis, imaging such as CT, magnetic resonance imaging (MRI), transesophageal echocardiography (TTE), or aortography must be performed. With improvement of CT, CT is the most often used modality to diagnose aortic dissection because of its high specificity and sensitivity, and its availability. However CT has its limitations since it cannot detect aortic regurgitation. MRI also has high specificity and sensitivity, but the test is time consuming and less available. Therefore, MRI is usually used for follow-up imaging or for chronic dissections.
TEE is usually used for hemodynamically unstable patients since it can be performed at the bedside or in an operating room for emergency.
7)
Considering the cost and radiation exposure, using imaging modalities on every patient suspected to have acute aortic syndromes is extremely costly and ineffective. Therefore, American
Heart Association presented guidelines with a risk assessment tool which could be used to stratify patients from low risk to high risk. 18) Depending on the risk group this guideline provides clinicians a framework of additional diagnostic methods based on the probability of disease. Research performed in 2011 tested the sensitivity of the above guidelines which presented a high sensitivity of 95.7%. 18) According to this risk score, the patient in this case has aortic dissection detection risk score of 1 (chest pain with abrupt onset), and according to this evaluation pathway, this patient will have undergone aortic imaging for evaluation.
This case report emphasizes the importance of clinical suspicion of aortic dissection and discusses the important clinical presentations of aortic dissection and its diagnostic methods.
Furthermore, recent studies on aortic dissection detection risk scores have been discussed. Many patients will visit not only the emergency room, but the out-patient clinic, presenting symptoms of chest pain only, or any symptoms of aortic dissection.
Clinicians must always be aware of aortic dissection even though the patient presents only with chest pain that might be similar to chest pain of ACS, and thorough history taking and physical examination must be performed.
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